operation she gradually improved, the jaundice cleared and she was sent home in January 1971. After this she was most reluctant to come to hospital but remained well, apart from two further attacks of transient jaundice associated with itching. An oral cholecystogram between attacks ofjaundice did not outline the gall-bladder but an intravenous cholangiogram showed a dilated common bile duct. Operation was therefore advised.
The gall-bladder was found to be much distended but emptied easily on pressure. The cause of biliary obstruction was found to be a hard tumour at the ampulla 1 cm in diameter. There were no secondaries in the liver, peritoneum or lymph nodes. Needle cholangiogram showed a common bile duct dilated right down to the ampulla with no stones (Fig 1) . The duodenum was not opened to confirm the diagnosis for fear of dissemination. A radical pancreatico-duodenotomy was carried out with reconstruction as shown in Fig 2. Examination of the specimen showed a superficially ulcerated tumour of the ampulla 1.2 x 1.2 x 1.5 cm in size. Microscopically it was a well differentiated columnar cell adenocarcinoma of the back the ampulla of Vater. Five lymph nodes found in the specimen were free of growth (Fig 3) .
Postoperatively a gastric outlet obstruction developed, demonstrated by gastrographin meal, which made further surgery necessary. Gastrojejunal anastomosis was found to be surrounded by necrotic omentum and an antecolic right to left gastrojejunostomy was performed.
Postoperative course after this was satisfactory and the patient was sent home on 5.8.72. In February 1974, eighteen months later, she was well with no evidence of recurrence.
Comment
Although patients with ampullary carcinomas have a better prognosis than those with carcinoma of the head of the pancreas, the five-year survival is still only between 11 % (Blumgart & Kennedy 1973) and 36% (Longmire 1973). One of the reasons for recurrence may be dissemination at operation when the tumour is exposed to confirm the diagnosis or to take a biopsy. Longmire (1973) appears to advocate a biopsy before resection. Now that the fibreoptic duodenoscope is available, preoperative duodenoscopy and biopsy would give a tissue diagnosis, avoid dissemination at operation and improve prognosis. Myelogram: multiple disc protrusions at L2/3, L4/5, wi'h partial block at these levels. Progress anid treatment: A further course of penici ;1n was given. Decompression of the spinal canal from L2 to L5 was performed. Postoperativelv the patient's walking and power markedly improved.
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Comment
Neurogenic arthropathy occurring in tabetics was first described by Charcot in 1869; the first reported case of spinal arthropathy is attributed to Kronig in 1884. Neuropathic joints occur in 5-10% of tabetic patients; the spine is thought to be less often involved than the lower limbs.
The pathogenzsis of neuropathic arthropathy in syphilis has been attributed to disruption of i urones transmitting pain and proprioception to the theiamnus and sensory cortex; this predisposes to an abnormal relaxation of supporting periarticular structures and consequently to instability of the joint and an inability to compensate for repeated injury or trauma. The importance of trauma as a predisposing factor in the spinal form of the disease has been described by Campbell & Doyle (1954) who report 8 cases, in 7 of whom trauma had been a predisposing factor.
The pathological process involves both the intervertebral discs and the arthroidal articular facets. Degeneration of the fibrocartilaginous disc and destruction of the vertebral bodies occurs, subchondral sclerosis is initiated and marginal osteophytes are formed. Osteoporosis may result in marginal and wedge shaped fractures of the vertebre. The deformities and disc narrowing place undue strain on the articular joints which eventually undergo a similar destructive process.
The presentation of spinal arthropathy is notoriously symptomless. Low back pain may be the only presenting complaint. Deformity of the back is common, usually a kyphosis with lateral rotation. A short sharp thud on flexion/ extension movement is said to be characteristic. The diagnosis is often made on circumstantial evidence, or the incidental finding of an abnormal X-ray. The radiographic diagnosis is based on a number of features described by Holland (1953) . Broad beaked osteophytes are the most characteristic feature, narrowing of disc spaces, subluxation of vertebra, fragmentation, osteoporosis and sclerosis of vertebre occur. Herndon (1927) stated that the characteristic feature of Charcot's spine was the disproportion between the severity of the process disclosed on X-ray and the slight discomfort complained of by the patient. Support and immobilization have been the mainstay of treatment. Briggs & Freehafer (1967) History: Presented in July 1973 after 'fainting' on the football field. For several months the patient had noticed tiredness and increasing breathlessness on exertion. He was an NCO in the army of a state in the Persian Gulf and had been in Britain for twelve months on a course. However, he was born in Mwanza on the shores of Lake Victoria and had lived there for twelve
